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We review a treatment modality for movement disorders by sensory feedback. The nat-
ural closed-loop sensory-motor feedback system is imitated by a wearable virtual reality
apparatus, employing body-mounted inertial sensors and responding dynamically to the
patient’s own motion. Clinical trials have shown a significant gait improvement in patients
with Parkinson’s disease using the apparatus. In contrast to open-loop devices, which
impose constant-velocity visual cues in a “treadmill” fashion, or rhythmic auditory cues
in a “metronome” fashion, requiring constant vigilance and attention strategies, and, in
some cases, instigating freezing in Parkinson’s patients, the closed-loop device improved
gait parameters and eliminated freezing in most patients, without side effects. Patients
with multiple sclerosis, previous stroke, senile gait, and cerebral palsy using the device also
improved their balance and gait substantially.Training with the device has produced a resid-
ual improvement, suggesting virtual sensory feedback for the treatment of neurological
movement disorders.
Keywords: sensory feedback, gait improvement, virtual reality, closed-loop gait regulation, sensory-motor control
INTRODUCTION
Neurological disorders, such as Parkinson’s disease (PD), multiple
sclerosis (MS), previous stroke (PS), senile gait (SG), and cere-
bral palsy (CP), often entail mobility impairment. Traditionally,
gait rehabilitation, whether by means of physiotherapy or phar-
macological treatment, has focused on improvement of muscle
strength and reduction of spasticity (1–3). However, the main
causes of motor impairment in such cases appear to lie in dys-
functional brain structures and neural information pathways. In
particular, it has been suggested that PD patients suffer from defi-
cient internal cue production (4–6). Visual feedback cues in the
form of transverse lines marking on the ground have been found
to improve the walking abilities of patients with PD (7, 8). More-
over, deficits in the functional neuroanatomy underlying gait in
PD patients were found to be compensated by visual cues (9).
Specifically, the right lateral pre-motor cortex, which is mainly
regulated by cerebellar inputs, was activated to a greater extent
in PD patients than in age-matched healthy individuals by visual
transverse lines. On the other hand, healthy individuals activated
mainly the supplementary motor area (SMA), which was under-
activated in PD patients. It appears, then, that visually enhanced
gait employs different brain pathways in PD patients compared
to healthy individuals. It has been suggested that external sensory
cues help patients with PD switch from one movement component
of a sequence to the next, bypassing the defective internal trigger
of the SMA (10, 11). It seems plausible that the concept of sensory
bypass of deficient brain structures can apply to other categories
of neurological disorders.
Early attempts to improve gait by artificially generated auditory
and visual signals have produced open-loop systems which impose
sensory signals, generated by an external source, not affected by
the patient’s own motion, such as fixed-velocity (treadmill-like)
visual cues or rhythmic (metronome-like) auditory cues. While
such strategies have been found to produce gait improvement in
several studies (12–18), others have reported a need for constant
vigilance and attention strategies to prevent reversion to impaired
gait patterns caused by repetitive stimuli (11), confirming the role
of predictive novelty and saliency in dopamine reward (19). More-
over, open-loop systems are known to be inherently inaccurate and
unstable (20), which, in the present context, would be manifested
by the patient“falling out of sync”with the repetitive sensory stim-
ulus. A comparison of open-loop visual cuing by technological
means to transverse lines marking on the ground (21) has found
the first to have a marginal effect and the second to have a sig-
nificant positive effect on walking parameters in PD patients. The
advantage of closed-loop over open-loop control of arm motion
has been noted (10). More recently, closed-loop sensory feedback
strategies have been implemented in such specific motor control
functions, related to locomotion, as stationary balance (22), pla-
nar pelvis and trunk movement (23), step symmetry (24), knee
hyperextension (25), and partial weight-bearing (26). Yet, closed-
loop virtual sensory feedback of whole-body forward movement
in locomotion, as presently reviewed, does not appear to have been
implemented, tested, or analyzed in other works.
CLOSED-LOOP SENSORY FEEDBACK GAIT CONTROL
An examination of the natural sensory-motor control system
underlying human locomotion with respect to a visual scenery
(27) reveals that it is the physical motion of the body which gener-
ates the visual cue and not the other way around. This seemingly
obvious observation is crucial to understanding the difference
between open-loop and closed-loop sensory control of locomo-
tion. The two control paradigms are illustrated in Figure 1. In
the open-loop system, a visual cue is generated artificially and fed
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FIGURE 1 | Closed-loop vs. open-loop sensory-motor control system.
through the eyes to the brain, which may or may not activate the
limbs so as to respond to the visual cue. On the other hand, an
artificial realization of the natural sensory-motor control system is
the closed-loop feedback system, where the generation of the visual
cue is controlled and regulated by the body movement caused by
locomotion. The motion of the visual cue is matched to that of the
body. When there is no motion of the body, there is no visual cue.
Depicted in Figure 2A, a sensory device, employing body-
mounted inertial sensors, generates earth-stationary visual cues
(28). The checkerboard tiles geometry of the visual display,
Figure 2B, matched to the glide-reflection symmetry of human
locomotion (29), regulates the motor task, producing an even
(glide-reflection symmetric) gait pattern, better balance, and safer,
more efficient mobility. Even if the resulting gait pattern is not
perfectly matched to the visual tile pattern, improvement in that
direction translates into improvement in gait. Figure 2C illustrates
the transition from uneven to even gait resulting from such visual
feedback regulation (a short first step is followed by longer, more
even steps). In addition to the visual feedback cue delivered by
the display, the device also produces an auditory feedback cue
in the form of a clicking sound delivered through earphones in
response to every step taken by the patient. In contrast to open-
loop, metronome-like devices, which attempt to impose a walking
pace on the patient by a constant auditory cue, the feedback device
produces an auditory cue matched to the walking pattern. A bal-
anced steady walk will generate a rhythmic auditory cue. Any
deviation from such a gait pattern will result in a deviation from
the auditory rhythm and will be corrected by a change of gait in a
feedback fashion. The head-mounted display and earphones bring
the sensory feedback signals closer to the sensors – the eyes and
the ears, making the sensory effect more pronounced, easier to
follow and to learn. An open-loop capability, producing constant
movement of the visual cue and a constant rhythmic auditory cue,
was also added to an early version of the device for experimental
comparison purposes.
FIGURE 2 | (A) Sensory feedback apparatus. (B) Glide-symmetric tile
pattern displayed by apparatus. (C) Gait regulation by visual feedback.
MEDICAL STUDIES
Medical studies, described below and summarized in Table 1,
were performed during different stages in the development of the
concept, the apparatus, and the medical assessment methods. Con-
sequently, these studies varied not only in the different research
groups and their focus on different neurological disorders, but
also in the test parameters. Some of the studies tested visual feed-
back only, some auditory feedback only, and some both visual and
auditory feedback. Some of the tests examined on-line (device on)
performance only, some extended to examination of short-term
(a few minutes) residual effects, and some examined long-term
(a few weeks) residual effects as well. The results of the different
studies also differed in their methods of statistical representation.
Yet, most of the studies shared some common features, particularly
the following three steps:
Step 1: baseline performance. The patient was verbally instructed
to walk “normally” without the device along a straight track of
10 m. The time to complete the track and the number of steps
were recorded for calculation of baseline walking speed (BWS)
and stride length.
Step 2: on-line training and performance. The device was placed
on the patient and turned on. The patient was instructed to walk
along the 10-m track for the purpose of training. Patients train-
ing with visual feedback were asked to imagine, while walking,
stepping on the tiles. They were told that stepping on tile bound-
aries was allowed, and that there was no particular order of black
or white tiles that needed to be kept with respect to the stepping
sequence. Patients training with auditory feedback were asked to
maintain, by controlling their gait pattern, a rhythmic auditory
cue. The track walking was repeated twice for training and four
more times for measurement and recording of on-line walking
speed and stride length.
Step 3: residual effect. The device was taken off the patient,
who was given a 20-min break. After the break, the patient was
instructed to walk the 10-m track without the device. Walking
speed and stride length were recorded four times and averaged.
The purpose of this stage was to measure the residual short-term
effect of training with the sensory feedback cue.
The results were then averaged across all patients and the
average change due to device use was calculated along with the
significance parameter p.
While there are several on-going studies on the effects of the
GaitAid virtual sensory feedback device, performed by different
research groups concerning different disorders and different issues
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Table 1 | Clinical test settings.
Study Disease Number of
patients
Patient
condition
Feedback
channel
Feedback
modality
Training
location
Effect
measured
Typical
change
In-clinic comparison of open and closed-loop
strategies
PD 14 Off V O C OL 13.8%
In-clinic comparison of open and closed-loop
strategies
PD 14 Off V C C OL 25.6%
At-home training with joint visual and
auditory feedback
PD 13 On VA C H OL 17.9%
At-home training with joint visual and
auditory feedback
PD 13 On VA C H LTR 17.1%
Gait initiation and the significance of prior
instructions and training
PD 47 On V C C GI 6.2%
Long-term effects on PD patients with
“on”-predominant freezing of gait
PD 13 On VA C H UPDRS 35.4%
Visual feedback SG 20 On V C C OL 6.3%
Level of education effect SG 20 On V C C EL 6.7%
Visual feedback PS 6 On V C C OL 13.2%
Visual feedback MS 16 On V C C OL 13.4%
Visual feedback MS 16 On V C C STR 24.4%
Auditory feedback MS 16 On A C C OL 12.8%
Auditory feedback MS 16 On A C C STR 18.7%
Visual cue geometry effect MS 16 On V C C VCG 21.0%
Visual feedback CP 10 On V C C STR 21.7%
Auditory feedback CP 10 On A C C STR 25.4%
Patient condition: Off, without medication for 12 h; On, on regular medication schedule. Feedback channel: V, visual channel; A, auditory channel; VA, combined visual
and auditory channels. Feedback modality: O, open-loop; C, closed-loop. Training location: C, clinic; H, home. Effect measured: OL, on-line; STR, short-term residual;
LTR, long-term residual; GI, gait initiation; UPRDS, unified Parkinson’s disease rating scale; EL, education level; VCG, visual cue geometry.Typical change: percentage
improvement in walking speed compared to baseline, except where corresponding to GI, UPDRS.
of interests, we provide an account of earlier studies, detailed in
previous publications.
PARKINSON’S DISEASE
In-clinic comparison of open and closed-loop strategies
A clinical study comparing the on-line effects of visual cues in
open-loop and closed-loop configurations on PD patients off
their regular medication (30) has found that patients who used
the open-loop system improved their gait on average by 13.8%
(p= 0.230) in walking speed and by 15.0% (p= 0.056) in stride
length. Two of the patients went into freezing midway when
using the open-loop system. The high p values indicate low like-
lihood of the improvement results being attributable to a spe-
cific cause. Patients who used the closed-loop system improved
their gait on average by 25.7% (p= 0.001) in walking speed and
by 30.8% (p= 0.0085) in stride length. None of the patients
experienced freezing when using the closed-loop system. This
study revealed that the gait parameters which are most sensi-
tive to anti-Parkinson medication (31), namely, walking speed
and stride length, can also be manipulated, to a similar extent
and without some adverse effects, by a closed-loop display of vir-
tual visual cues. These parameters have also been reported to be
improved by pallidotomy [brain surgery (32)], however, a more
recent study has shown adverse effects of deep brain stimulation
(DBS) of the globus pallidus internus (GPi) in PD patients with
dystonia (33).
At-home training with joint visual and auditory feedback
Clinical testing before and after 2-week at-home training with joint
visual and auditory feedback (34) found that average improve-
ment with device on was 17.9% (p= 0.006) in walking speed and
13.1% (p= 0.004) in stride length. Residual improvement in walk-
ing without the device was 17.1% (p= 0.0004) in walking speed
and 12.4% (p= 0.003) in stride length. Residual improvement of
two thirds of the patients was at least 20% (p< 0.03) in either walk-
ing speed or stride length or both. Improvement in FOGQ (35)
was 14.5% (p= 0.02). This shows that although the immediate
improvement with device use, or immediately following such use,
was somewhat higher (30), residual improvement was sustained
at least for a few days following training.
Gait initiation and the significance of prior instructions and training
A study of visual feedback without prior instructions or prior
training (36) has shown a decrease in the average time of first-step
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initiation (−6.2%), with smaller changes in subsequent average
walking speed (−0.8%) and cadence (−1.8%). The improvement
in step initiation by device use suggests a role for predictive
salience and dopamine reward in movement (19). A compari-
son of the present study to previous studies, in which patients
were given prior instructions and training, resulting in the sus-
tainment of an improved gait pattern, suggests that predictive
salience and dopamine reward are enhanced by prior instructions
and training.
Long-term effects on PD patients with “on”-predominant freezing of
gait
A study on the long-term effects of training with sensory feedback
has examined PD patients with “on”-predominant freezing of gait
(37). Of the 13 initial patients only 2 completed the study, which
was attributed to severe burden of the disability and the fragility
of these patients, limiting the opportunities to fulfill the required
daily training sessions and preventing their return for the sched-
uled study visits. The single patient who was documented showed
a sustained improvement in the UPDRS-III (38) and the FOGQ
(35) measures, following 4 weeks of at-home training (UPDRS-
III: 24 at baseline, 15.5 at 12 weeks; FOGQ: 16 at baseline, 13 at
12 weeks). Benefits were renewed after a “booster” training once
the residual gait improvement weaned at about 16 weeks post-
training. Yet, the high dropout rate did not support generalization
of these results.
SENILE GAIT
Gait improvement
A study of randomly selected old-age home residents suffering
from lower-body Parkinsonism, or SG, but without PD (39)
showed that, in patients with baseline performance above the
median, the average on-line improvement when using visual feed-
back was considerably higher (6.31± 12.59% in walking speed
and 6.41± 11.11% in stride length) than in patients with base-
line performance below the median (−0.72± 22.75% in walk-
ing speed and 3.39± 11.26% in stride length). This stands in
sharp contrast to the results obtained for patients with PD,
whose gait improvement was inversely correlated with baseline
performance.
Level of education effect on SG improvement
The same study (39) found that, for patients with a maximum
of 8 years of study, average improvement in walking speed was
−8.83± 23.81 and −4.67± 15.30% in stride length. For patients
with 12 years of study, average improvement was−1.85± 26.83%
in walking speed and 3.82± 9.75% in stride length. For patients
with 20 years of study, average improvement was 6.75± 0.49%
in walking speed and 14.55± 12.66% in stride length. As might
have been expected, the ability to make use of sensory feedback
information appeared to be positively correlated with cognitive
abilities. Conversely, improved performance by sensory feedback
may be regarded as a relevant measure of cognitive function in the
present context.
PREVIOUS STROKES
Two thirds of the patients with SG also suffering from PS (39),
using on-line visual feedback as specified in steps 1 and 2, improved
their walking speed or stride length or both by more than 10%.
While patients with left-hemisphere vascular accident improved
their gait, patients with right-hemisphere vascular accident did not
improve. In patients with baseline performance above the median,
improvement was considerably higher (13.2± 6.0% in walking
speed and 16.6± 4.7% in stride length) than in patients with base-
line performance below the median (−9.9± 27% in walking speed
and −7.7± 12.3% in stride length). The visual feedback cues did
not improve gait in patients with vascular risk factors but with-
out history of PS. As the gait improvement in patients with PS
was more pronounced than in patients with SG but without PS,
so was the contrast between these patients and patients with PD
in the correlation between the level of improvement and baseline
performance.
MULTIPLE SCLEROSIS
In contrast to patients with PD, SG, or PS, who are predomi-
nantly of advanced age, patients with MS range from teen-agers to
mid-agers.
Visual feedback
A study of the effects of visual feedback on patients with MS (40)
found that patients whose BWS was below the median showed an
average on-line improvement of 13.46% in their walking speed
when using the visual feedback channel of the GaitAid device,
while patients whose BWS was above the median improved their
walking speed by 1.47%. The average short-term residual improve-
ment in walking speed was 24.49% in patients with BWS below
the median and 9.09% in patients with BWS above the median.
Similar results were obtained for improvement in stride length.
These trends are consistent with those found in patients with PD.
No gait improvement was found in age-matched controls using
visual feedback.
Auditory feedback
A study of the effects of auditory feedback on patients with MS (41)
showed an average improvement of 12.84± 18.74% on-line and
18.75± 18.53% residually in walking speed. Average improvement
in stride length was 8.30± 11.87% on-line and 9.93± 9.46% resid-
ually. No gait improvement was found in age-matched controls
using auditory feedback.
Visual cue geometry
A study aimed at comparing the effects of gait training with dis-
tinct glide-reflection symmetry (checkerboard tiles) visual feed-
back cues, to the effects of training with visual cues with no
distinct symmetry [earth-stationary transverse lines, as used in
early studies (7, 8)] was performed on subjects with gait disor-
ders due to MS (42). It found that the average improvement in
the group using the transverse lines was 7.79± 4.24% in walking
speed and 7.20± 3.92% in stride length. The average improve-
ment in the group using the visual cue of checkerboard tiles
was 21.09± 18.39% in walking speed and 12.99± 1.72% in stride
length. This shows that matching the visual cue pattern to the
glide-reflection symmetric pattern of human locomotion results
in significant additional improvement.
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CEREBRAL PALSY
Cerebral palsy has predominantly pre-natal causes and is symp-
tomatically addressed at a young age. A study of patients with
gait disorders due to CP (43) found that, for patients training
with visual feedback, the short-term residual improvement was
21.70± 36.06% in the walking speed and 8.72± 9.47% in the
stride length. For patients training with auditory feedback, the
short-term residual improvement was 25.43± 28.65% in the walk-
ing speed and 13.58± 13.10% in the stride length. Age-matched
controls who trained with either visual or auditory feedback
showed no improvement in gait. The relatively large standard devi-
ations in the results may be attributed to the very diverse nature
of the disorder and the subsequent disabilities.
MEDICAL STUDIES SUMMARY
The reviewed medical studies are summarized in Table 1.
It can be seen that, as indicated by the last column of Table 1,
all these medical studies show positive effects of sensory feed-
back on gait in patients with the neurological disorders under
consideration. Yet, any comparison between these results must
take into account the differences between the disorders, the testing
conditions and the measures used, as indicated in the specific sub-
sections, and, in further detail, in the cited references. For instance,
the percentage improvements in gait initiation time (GI) and in
UPDRS bring into light different aspects of gait improvement in
PD patients, but cannot be used to compare the benefits for MS
patients to those for PD patients. It should also be noted that
while these studies employed various versions of monocular and
binocular displays, on the one hand, and either or both visual and
auditory feedback channels, the results do not necessarily general-
ize to all forms of sensory feedback, which may present additional
benefits or drawbacks.
DISCUSSION
We have reviewed the use of sensory feedback for improving
gait in movement disorders patients. While certain studies have
found open-loop sensory stimulation to result in balance and
gait improvement, others have raised questions as to the effec-
tiveness of monotone sensory cues, which, lacking the predictive
novelty and saliency associated with dopamine reward, require
constant vigilance and attention strategies, and instigate freez-
ing in Parkinson’s patients who fall out of sync with the sensory
stimuli. Realizing that the natural sensory-motor stabilization
effect is produced by the sensory cues generated by motion in
a stationary environment, we created a closed-loop augmented
reality device which produces earth-stationary visual and audi-
tory cues in response to the patient’s own motion. The device
has been found to improve gait in patients with a variety of neu-
rological disorders, maintaining patient’s safety and well-being,
without the adverse effects associated with medication and deep
brain surgery. Neurological patients are often subject to high
levels of fragility and fatigue, which may affect their ability to
sustain long periods of physical training in general, and train-
ing with sensory feedback in particular. We did not encounter,
however, significant levels of such effects in our studies, where
particularly disabled patients were excluded. With the exclusion of
patients with very low or very high level of impairment, the level
of improvement is normally related to the level of impairment.
Training with the device has been found to have short-term and
long-term residual improvement effects, suggesting virtual sensory
feedback as a treatment modality for neurological movement dis-
orders. While, due to conceptual and technological developments,
the device took different forms, the concepts tested were quite
general (e.g., visual feedback, auditory feedback, and combined
visual and auditory feedback). Moreover, for the same concept
(e.g., on-line visual feedback in PD patients), the results were quite
consistent. It is therefore believed that if other devices, based on
the same concepts, become available, they will produce similar
results.
As the clinical studies performed on a variety of patient pop-
ulations with different neurological impairments were of a pre-
liminary nature, future studies, involving larger patient cohorts
under streamlined controlled conditions, should investigate the
same and other aspects of such treatment in greater detail. The pos-
sibility of fitting the sensory feedback device to individual patient
limitations and needs should be explored. Long-term treatment
programs should be developed and tested in clinic, home and,
possibly, a variety of natural environments. The integration of
sensory feedback components of specific motor tasks associated
with gait and balance, such as head, pelvis, trunk, and knee move-
ment, in a comprehensive motor rehabilitation program, should
also be investigated. Mobile technology advancement, improving
vision, hearing and sensing, should be adopted to improve device
utility and effectiveness.
REFERENCES
1. Gibberd FB, Page NGR,
Spencer KM, Kinnear E,
Hawksworth JB. Controlled
trial of physiotherapy and occu-
pational therapy for Parkin-
son’s disease. BMJ (1981) 282:
1196. doi:10.1136/bmj.282.6280.
1970-a
2. Palmer SS, Mortimer JA, Web-
ster DD, Bistevins R, Dickinson
GL. Exercise therapy for Parkin-
son’s disease. Arch Phys Med Reha-
bil (1986) 67:741–745. doi:10.1016/
0003-9993(86)90007-9
3. Armutlu K, Karabudak R, Nurlu
G. Physiotherapy approaches
in the treatment of ataxic mul-
tiple sclerosis: a pilot study.
Neurorehabil Neural Repair
(2001) 15:203–11. doi:10.1177/
154596830101500308
4. Georgiou N, Iansek R, Brad-
shaw JL, Phillips JG, Matting-
ley JB, Bradshaw JA. An evalua-
tion of the role of internal cues
in the pathogenesis of parkinson-
ian hypokinesia. Brain (1993) 116:
1575–87. doi:10.1093/brain/116.6.
1575
5. Morris ME, Iansek R, Matyas TA,
Summers JJ. The pathogenesis of
gait hypokinesia in Parkinson’s
disease. Brain (1994) 117:
1169–81. doi:10.1093/brain/117.5.
1169
6. Cunnington R, Iansek R, Bradshaw
JL, Phillips J. Movement-related
potentials in Parkinson’s disease:
presence and predictability of tem-
poral and spatial cues. Brain (1995)
118:935–50. doi:10.1093/brain/118.
4.935
7. Martin JP. Locomotion and the
basal ganglia. In: Martin JP, edi-
tor. The Basal Ganglia and Posture.
London: Pitman Medical (1967). p.
20–35.
8. Azulay JP, Mesure S, Amblard
B, Blin O, Sangla I, Pouget J.
Visual control of locomotion
in Parkinson’s disease. Brain
(1999) 122(Pt 1):111–20.
doi:10.1093/brain/122.1.111
9. Hanakawa T, Fukuyama H, Kat-
sumi Y, Honda M, Shibasaki H.
Enhanced lateral premotor activ-
ity during paradoxical gait in
patients with Parkinson’s disease.
Ann Neurol (1999) 45:329–36.
doi:10.1002/1531-8249(199903)45:
3<329::AID-ANA8>3.0.CO;2-S
10. Flowers KA. Visual ‘closed loop’ and
‘open loop’ characteristics of vol-
untary movement in patients with
parkinsonism and intension tremor.
Brain (1976) 99:269–310. doi:10.
1093/brain/99.2.269
www.frontiersin.org October 2013 | Volume 4 | Article 138 | 5
Baram Virtual sensory feedback for gait improvement
11. Morris ME, Iansek R, Matyas TA,
Summers JJ. Sride length regula-
tion in Parkinson’s disease: nor-
malizations strategies and under-
lying mechanisms. Brain (1996)
119:551–68. doi:10.1093/brain/119.
2.551
12. Prothero J. The Treatment of Akine-
sia UsingVirtual Images [M. Sc. The-
sis]. Seattle: University of Washing-
ton, College of Engineering (1993).
13. Behrman AL, Teielbaum P, Cau-
raugh JH. Verbal instructional sets
to normalize the temporal and spa-
tial gait variables in Pakinson’s dis-
ease. J Neurol Neurosurg Psychiatry
(1998) 65:580–2. doi:10.1136/jnnp.
65.4.580
14. Lewis GN, Byblow WD, Walt
SE. Stride length regulation
in Parkinson’s disease: the
use of extrinsic, visual cues.
Brain (2000) 123:2077–90.
doi:10.1093/brain/123.10.2077
15. Rubinstein TC, Giladi N, Haus-
dorff JM. The power of cueing
to circumvent dopamine deficits: a
review of physical therapy treat-
ment of gait disturbances in
Parkinson’s disease. Mov Disord
(2002) 17:1148–60. doi:10.1002/
mds.10259
16. Mak MKY, Hui-Chan CWY. Audio-
visual cues can enhance sit-to-stand
in patients with Parkinson’s disease.
Mov Disord (2004) 19:1012–9. doi:
10.1002/mds.20196
17. Nieuwboer A, Kwakkel G, Rochester
L, Jones D, van Wegen E, Willems
AM, et al. Cueing training in the
home improves gait-related mobil-
ity in Parkinson’s disease. The
RESCUE trial. J Neurol Neurosurg
Psychiatry (2007) 78:134–40. doi:
10.1136/jnnp.200X.097923
18. Kaminsky TA, Dudgeon BJ, Billings-
ley FF, Mitchell PH, Weghorst SJ.
Virtual cues and functional mobility
of people with Parkinson’s disease: a
single-subject pilot study. J Rehabil
Res Dev (2007) 44(3):437–48.
19. Schultz W. Predictive reward sig-
nal of dopamine neurons. J Physiol
(1998) 80(1):1–27.
20. Kuo BC. Automatic Control Systems.
Englewood Cliffs, NJ: Prentice-Hall
(1962).
21. Griffin HJ, Greenlaw R, Lim-
ousin P, Bhatia K, Quinn NP,
Jahanshahi M. The effect of real
and virtual visual cues on walk-
ing in Parkinson’s disease. J Neu-
rol (2011) 258(6):991–1000. doi:10.
1007/s00415-010-5866-z
22. Esculier JF, Vaudrin J, Bériault P,
Gagnon K, Tremblay LE. Home-
based balance training programme
using Wii Fit with balance board
for Parkinsons’s disease: a pilot
study. J Rehabil Med (2012) 44(2):
144–50. doi:10.2340/16501977-
0922
23. Hamacher D, Bertram D, Fölsch C,
Schega L. Evaluation of a visual
feedback system in gait retraining:
a pilot study. Gait Posture (2012)
36(2):182–6. doi:10.1016/j.gaitpost.
2012.02.012
24. Kim SJ, Krebs HI. Effects of
implicit visual feedback distor-
tion on human gait. Exp Brain
Res (2012) 218(3):495–502. doi:10.
1007/s00221-012-3044-5
25. Teran-Yengle P, Birkhofer R,
Weber MA, Patton K, Thatcher E,
Yack HJ. Efficacy of gait training
with real-time biofeedback in
correcting knee hyperextension
patterns in young women. J Orthop
Sports Phys Ther (2011) 41(12):
948–52. doi:10.2519/jospt.2011.
3660
26. Hurkmans HL,Bussmann JB, Benda
E, Verhaar JA, Stam HJ. Effective-
ness of audio feedback for par-
tial weight-bearing in and outside
the hospital: a randomized con-
trolled trial. Arch Phys Med Rehabil
(2012) 93(4):565–70. doi:10.1016/j.
apmr.2011.11.019
27. Baram Y. Walking on tiles. Neural
Proc Lett (1999) 10:81–7. doi:10.
1023/A:1018713516431
28. Baram Y. Closed-Loop Augmented
Reality Apparatus. US Patent No.
6,734,834-B1 (2004).
29. Livio M. The Equation that Couldn’t
be Solved. New York: Simon &
Schuster (2005).
30. Baram Y, Aharon-Peretz J,
Simionotici Y, Ron L. Walking
on virtual tiles. Neural
Proc Lett (2002) 16:227–33.
doi:10.1023/A:1021778608344
31. Pedersen SW, Eriksson T, Oberg B.
Effects of withdrawal of antiparkin-
son medication on gait and clinical
score in the Parkinson patient. Acta
Neurol Scand (1991) 84(1):7–13.
doi:10.1111/j.1600-0404.1991.
tb04894.x
32. Siegel KL, Metman LV. Effects of
bilateral posteroventral pallidotomy
on gait in subjects with Parkinson’s
disease. Arch Neurol (2000) 57:198.
doi:10.1001/archneur.57.2.198
33. Schrader C, Capelle HH, Kinfe
TM, Blahak C, Bäzner H, Lütjens
G, et al. GPi-DBS may induce
a hypokinetic gait disorder with
freezing of gait in patients with dys-
tonia. Neurology (2011) 77(5):
483–8. doi:10.1212/WNL.
0b013e318227b19e
34. Espay J, Baram Y, Dwivedi AK,
Shukla R, Gartner M, Gaines L, et al.
At-home training with closed-loop
augmented-reality cueing device for
improvement of gait in patients
with Parkinson’s disease. J Rehabil
Res Dev (2010) 47(6):573–82.
35. Giladi N, Shabtai H, Simon ES,
Biran S, Tal J, Korczyn AD.
Construction of freezing of gait
questionnaire for patients with
Parkinsonism. Parkinsonism Relat
Disord (2000) 6:165–70. doi:10.
1016/S1353-8020(99)00062-0
36. Chong R, Lee KH, Morgan J,
Mehta S, Griffin J, Marchant J,
et al. Closed-loop VR-based inter-
action to improve walking in
Parkinson’s disease. J Nov Phys-
iother (2011) 1:1–7. doi:10.4172/
2165-7025.1000101
37. Espay AJ, Gaines L, Gupta R. Sen-
sory feedback in Parkinson’s disease
patients with “on”-predominant
freezing of gait. Front Neurol (2013)
4:14. doi:10.3389/fneur.2013.00014
38. Fahn S, Elton RL, The UPDRS
Development Committee. Unified
Parkinson’s disease rating scale.
In: Fahn S, Marsden CD, Calne
D, Goldstein M, editors. Recent
Developments in Parkinson’s Dis-
ease. Florham Park, NJ: Macmillan
Health Care Information (1987).
p. 153–64.
39. Baram Y, Aharon-Peretz J, Lenger
R. Virtual reality feedback for gait
improvement in patients with
idiopathic senile gait disorders and
in patient with history of strokes. J
Am Geriatr Soc (2010) 58(1):191–2.
doi:10.1111/j.1532-5415.2009.
02654.x
40. Baram Y, Miller A. Effects of vir-
tual reality cues on gait in mul-
tiple sclerosis patients. Neurology
(2006) 66:178–81. doi:10.1212/01.
wnl.0000194255.82542.6b
41. Baram Y, Miller A. Auditory feed-
back for improvement of gait in
multiple sclerosis patients. J Neurol
Sci (2007) 254:90–4. doi:10.1016/j.
jns.2007.01.003
42. Baram Y, Miller A. Glide-symmetric
locomotion reinforcement in
patients with multiple sclerosis by
visual feedback. Disabil Rehabil
Assist Technol (2010) 5(5):323–6.
doi:10.3109/17483101003671717
43. Baram Y, Lenger R. Gait improve-
ment in patients with cerebral
palsy by visual and auditory feed-
back. Neuromodulation (2012)
15(1):48–52. doi:10.1111/j.1525-
1403.2011.00412.x
Conflict of Interest Statement: The
author is the developer of the sensory
feedback device used in the reported
medical studies.
Received: 12 June 2013; accepted: 05 Sep-
tember 2013; published online: 14 Octo-
ber 2013.
Citation: BaramY (2013)Virtual sensory
feedback for gait improvement in neuro-
logical patients. Front. Neurol. 4:138. doi:
10.3389/fneur.2013.00138
This article was submitted to Movement
Disorders, a section of the journal Fron-
tiers in Neurology.
Copyright © 2013 Baram. This is an
open-access article distributed under the
terms of the Creative Commons Attri-
bution License (CC BY). The use,
distribution or reproduction in other
forums is permitted, provided the origi-
nal author(s) or licensor are credited and
that the original publication in this jour-
nal is cited, in accordance with accepted
academic practice. No use, distribution or
reproduction is permitted which does not
comply with these terms.
Frontiers in Neurology | Movement Disorders October 2013 | Volume 4 | Article 138 | 6
